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b
A licensure survey was conducted on April 12, % ?:“vg_
2007. Three males with varying degrees of - LEZ o
disabilities reside in the facility. Two of the three Py %&}1{-\?—)
residents were randomly selected for the sample. = En T m
The findings of the survey were based on ~ %’3 et
observations at the group home, interviews with ?—\“;2:‘.8
staff and residents in the home, and the review of e ‘é?if;‘,
records inclu_ding incident reports. o] 1%2
- al
1 090, 3504.1 HOUSEKEEPING 1090 =+ '2 : ‘ o v
The interior and exterior of each GHMRP shall be I ‘ - ,P &Wﬂm 4/ 17/07
maintained in a safe, clean, orderly, attractive, [’U-’CJf’ L\M i
and sanitary manner and be free of /\,JLFW,& .
accumulations of dirt, rubbish, and objectionable )
odors. ; \ A
*2 . MieLols WIE berw  4fi1fo7
This Statute is not met as evidenced by: monmted .
During the environmental inspection on April 12,
2007, the following environmental deficiencies #. . i / /
were observed: ) 5. ?(_Mi:(/("./ [AM bﬁﬁrﬂ/ ‘f 27 D7
1. Two broken wooden rail posts on the A o W La !
backyard deck. Shadea .
2. Two unmounted mirrors in the basement
recreational area. '
3. Lamps with the manufacture's plastic
covering over the lamp shades in resident #1,#2
and #3's bedrooms.
[Note: Plastic coverings from the lamp shades in
Resident #1,#2 and #3's bedrooms removed
during the survey .]
1 135 3505.5 FIRE SAFETY 1135
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1135 Continued From page 1 1135 'PC okl AL ZL(/LL

Each GHMRP shall conduct simulated fire drills in

order to test the effectiveness of the plan at least : M y7 m/r[“}l, Lp{ 1o
four (4) times a year for each shift.
DUIUAL M& aAl.

This Statute is not met as evidenced by: ’ 07404,;1,0/?‘.&06 @7 '/'L».x_,

Based on staff interview and record review, the /0){_ Aco
facllity failed to hold evacuation drills quarterly on C

all shifts. ?“ ot ono, 4 Wi%ﬁfj
Based on record review, the facility failed to M""dx"
ensure that every shift of personnel conducted an

evacuation drill at least quarterly.

Y21for

The finding includes:

Review of the available fire drill records (dated
from April 20086 to April 2007) on April 12, 2007,
at approximately 2:00 PM, revealed that one fire
drill was conducted on the day shift. Further
review revealed that two fire drills were
conducted on the evening shift and one fire drill
was conducted on the night shift.. There was na
evidence that every shift of personnel conducted
an evacuation drill at least quarterly.

1180 3508.1 ADMINISTRATIVE SUPPORT . 1180

Each GHMRP shail provide adequate
administrative support to efficiently meet the
needs of the residents as required by their
Habilitation plans.

This Statute is not met as evidenced by:

Based on observation, interview and record
review, the GHMRP failed to ensure adequate
administrative support had been provided to
efficiently meet the needs of one of two residents
in the sample as required by their habilitation
plans.
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The finding includes:

Review of Resident #1's medical records on April
12, 2007, at approximately 1:00PM revealed that
on March 20, 2007, Resident #1 did not receive
neurological services because his Medicaid card
had expired. Further review at approximately
1:10PM revealed that on December 4, 2008,
Resident #1 did not receive audiological services
because his Medicaid card had expired. In an
interview with the Director on Aprif 12, 2007 at
approximately 1:30PM it was acknowledged that
Resident #1 did not receive his neurological or
audiological services because his Medicaid card
was not accepted by the vendor. There was no
documented evidence that the GHMRP ensured
adequate administrative support had been
provided to efficiently meet the needs of the
resident as required by his habilitation plan.

1189) 3508.7 ADMINISTRATIVE SUPPORT 1189

Each GHMRP shall maintain records of residents
' funds received and disbursed.

This Statute is not met as evidenced by:
Based on record review, the facility failed to
maintain a record of all resident funds received
and disbursed.

The finding includes:

Review of Resident #2 financial records on April

12, 2007 at approximately 3:30 PM revealed that

the resident's last bank statements were dated

January, 2006 thru September 30, 2006. There
was no documented evidence that all of the

| resident's funds received and disbursed were

recorded.
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1 206 3509.6 PERSONNEL POLICIES 1206 ’57,(1\ il ritot iP/L‘][ﬁj’7

Each employee, prior to employment and Mﬂuﬂz —f«p Lo{/MA, l/LﬂA/TIZULLv

annually thereafter, shall provide a physician 's

certification that a health inventory has been MC( M y# (sz t oA

performed and that the employee ' s health status -
would allow him or her to perform the required 7&&[)"7& oA ﬁ%ﬁé WF»MM(

duties. ) -
ol be fenpnre d withl-
in 15 dlan vt Atafd

This Statute is not met as evidenced by: Lwﬂp ﬂ‘O?L Z{ a,(% ﬂU‘E&e

Based on record review, the facility failed to

ensure that all staff had current health certificates )
on file. 7L0 ZU‘#"?/{Q .

iy

The finding includes:

Review of 1 out of 6 personnel records on April
12, 2007 at approximately 3:20 PM revealed no
documented evidence of a current health
certificate for Staff (M.

1 227 3510.5(d) STAFF TRAINING 1227 See. 200 ., 4/7,-7/‘77

{ Each training program shall include, but not be
limited to, the following:

(c) Infection control for staff and residents;
This Statute is not met as evidenced by:
Based on record review, the facility failed to
ensure that all staff had current CPR/First Aid
certificates on file.

The finding includes:

Review of 1 out of 6 personnel records on April
12, 2007 at approximately 3:25 PM revealed no
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documented evidence 6f current CPR/First Aid
certificates for Staff (E.A.).

3520.2(¢) PROFESSION SERVICES: GENERAL
PROVISIONS

Each GHMRP shall have available qualified
professional staff to carry out and monitor
necessary professional interventions, in
accordance with the goals and objectives of every
individual habilitation plan, as determined to be
necessary by the interdisciplinary team. The -
professional services may include, but not be
limited to, those services provided by individuals
trained, qualified, and licensed as required by
District of Columbia law in the following
disciplines or areas of services:

() Nursing;

This Statute is not met as evidenced by:

Based on observation, staff interview and record
review the facility failed to ensure nursing
services in accordance with the needs of two of
two residents in the sample. (Resident #1 and #2)

The findings include:

1. Review of Resident #1's physician's orders
dated March 19, 2007 at approximately 3:00PM
revealed a recommendation for the resident to
have a CBC, LFT, Depakote and Tegreto! levels
performed every three months. Review of the
laboratory studies revealed no evidence of lab
work since July 2006. Interview with the RN
Supervisor on April 13, 2007 at approximately
9:10AM revealed that lab work had been
performed on Resident #1; however, his medical
record had been purged by the facility staff.
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2. Review of Resident #2's physician's orders
dated March 19, 2007 at approximately 3:30PM
revealed a recommendation for the resident to
have annual laboratory studies. Review of the
laboratory studies revealed no evidence of lab
work since 2005. Interview with the RN
Supervisor on April 13, 2007 at approximately
9:00AM revealed that lab work had been
. performed on Resident #2; however, his medical
record had been purged by the facility staff.

3520.3 PROFESSION SERVICES: GENERAL
PROVISIONS

Professional services shall include both diagnosis
and evaluation, including identification of
developmental levels and needs, treatmant
services, and services designed to prevent
deterioration or further loss of function by the
resident.

This Statute is not met as evidenced by:

Based on staff interview and record review the
facility failed to ensure medical services to
evaluate the needs of one of two residents in the
sample. (Resident#1) -

The finding includes:

Observation of the evening medication
administration on April 12, 2007 at approximately
5:50PM, revealed Resident #1 had a diagnosis of
Intermittent Explosive Disorder (IED) and was
administered Thorazine 100 mg PO for
aggression every evening. Review of the monthly
Psychotropic Medication Reviews at
approximately 6:15PM revealed no evidence that
an Abnormal Involuntary Movement Scale (AIMS)
had been completed. Review of the policy

N
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Monitoring Psychotrapic Medications" on April 12,

2007, at approximately 6:20PM, revealed that "a

nurse/psychiatrist must monitor the potential

development of Tardive Dyskinesa using the

| AIMS at least every six month."
I 500| 3523.1 RESIDENT'S RIGHTS 1 500 '

Each GHMRP residence director shall ensure
that the rights of residents are observed and
protected in accordance with D.C. Law 2-137, this
chapter, and ather applicable District and federal

Pe hae pubmutted 4feafor

laws.
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The findings include: hag CZ& C’aj 9 MM/

1. Observation of the evening medication . a‘PF )

administration on April 12, 2007 at approximately
5:50PM, revealed Resident #1 received
Thorazine 100 mg PO for aggression every
evening. Interview with the Trained Medication
Employee (TME) and review of the physician's
orders, dated March 19, 2007, revealed
Thorazine 100mg PO was incorporated in the
resident's Behavior Support Plan (BSP) dated
December 23, 2008, to address his targeted
aggressive behaviors. Interview with the Director
on April 12, 2007 at approximately 12:30PM
revealed that Resident #1 did not have a legally
court appointed guardian. Review of Resident
#1's Psychological assessment dated December
23, 2006 at approximately 4:00PM revealed that
Health Regulation Admmnstranon
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the resident could not make informed consent
regarding decisions on his behalf in medical care,
on-going medical treatment, habilitation,
residential placement, and general financial
matters. At the time of the survey, the facility
failed to provide evidence that measures had
been established to obtain legally sanctioned
advocacy or that a surrogate decision maker had
been considered to assist Resident #1 in
comprehending and exercising his rights.

2. Review of the Resident #2's medical consult
dated August 31, 2006 revealed a
recommendation for a colonoscopy due to a
change in bowel habits. Interview with the
Director on April 12, 2007, at approximately
10:55AM, revealed that the colonoscopy was not
performed because Resident #2 did not have a
legally court appointed guardian, however a
medical affidavit had been completed by the
facility. Review of Resident #2's Individual
Support Plan (ISP)dated June 29, 2008 at
approximately 2:00PM revealed that the resident
could not make informed consent regarding
decisions on his behalf in medical care, on-going
medical treatment, habilitation, residential
placement, and general financial matters. Atthe
time of the survey, the facility failed to provide
evidence that measures had been established to
obtain legally sanctioned advocacy or that a
surrogate decision maker had been considered to
assist Resident #2 in comprehending and
exercising his rights.
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